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SECTION 4
MEDICARE CROSSOVER CLAIMS

Medicare/Medicaid (crossover) claims that do not cross automatically from
Medicare to Medicaid must now be filed through the Medicaid billing Web site at
www.emomed.com or through the 837 electronic claim transaction. This
requirement became effective July 1, 2005. Before filing an electronic crossover
claim, please wait sixty (60) days from the date of your Medicare payment to
avoid possible duplicate payments from Medicaid.

There are two primary reasons claims do not cross over electronically from
Medicare to Medicaid. One is because Medicaid enrolled providers have not
provided Medicaid with their Medicare provider number or have provided an
invalid or inactive Medicare provider number. If the provider has any doubt as to
what Medicare number(s) is (are) on file, contact the Provider Enroliment Unit by
e-mail at providerenrollment@dss.mo.gov. If you have not submitted your
Medicare provider number to Medicaid, you can fax a copy of the Medicare letter
showing the Medicare provider name and the assigned Medicare provider
number along with a cover letter explaining why the information is being
submitted to the enroliment unit. Provider Enrollment’s fax number is (573) 526-
2054. Please be certain to include your Medicaid provider name and number
with any correspondence sent to Provider Enrollment.

Another reason claims do not cross over electronically is due to invalid patient
information. Claims will not cross over electronically if the patient is not going by
the same name with Medicare as they do with Medicaid. Additionally, the
patient’s Medicare Health Insurance Claim (HIC) number in the Medicaid
eligibility file must agree with the HIC number used by the provider to submit the
claim to Medicare. It is the responsibility of the patient to keep this information
updated with their Family Support Division caseworker.

Following are tips to assist you in successfully filing a Medicare CMS-1500 Part
B Crossover on the Medicaid billing Web site:

> Enter the information in the fields on the screen exactly as you did on your
Medicare billing with the exception of the patient’s name. The patient’s
name must be entered as it currently appears in the Medicaid eligibility
file, not necessarily the name as shown on the Medicare remittance
advice.

» There are HELP screens at the bottom of each screen page to provide
instructions for completing the crossover claim screens, the “Other Payer”
header and the “Other Payer” detail screens. Print each HELP screen in
its entirety for reference when completing claims on the Internet.

» There must be an “Other Payer” header screen completed for every
crossover claim. This provides information pertaining to the whole claim.
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» There will be no group codes, reason codes or adjustment amounts
entered on this screen for Part B claims.

» Completion of an “Other Payer” detail screen form is required for each
claim detail line. The five (5) codes that can be entered in the “Group
Code” field on the “Other Payer” detail screen form are in a drop down
box, you need to choose the appropriate code. As an example, the “PR”
(patient responsibility) code is assigned for Medicare coinsurance and/or
deductible amounts from your Medicare remittance advice.

» The codes to enter in the “Reason Code” field on the “Other Payer” detalil
screen form are also found on your Medicare remittance advice. If not
listed, you must choose the most appropriate code from the list of “Claim
Adjustment Reason Codes”. The HIPAA code lists can be accessed at
the DMS home page, www.dss.mo.gov/dms. Click on the “Providers” link
at the top of the page then click on the HIPAA-related Code Lists link
found in the Provider Quick Links box.

» The “Adjust Amount” should reflect any amount not paid by Medicare
including deductible, coinsurance and any non-allowed amounts.

» If there is commercial insurance payment or denial to report on the
crossover claim, you must complete an additional “Other Payer” header
form. You must also complete an additional “Other Payer” detail form(s) if
the commercial carrier provided detail line information for line item
payments and denials.

TIMELY FILING

Claims initially filed with Medicare within Medicare timely filing requirements and
require separate filing of a crossover claim to Medicaid must meet the Medicaid
timely filing guidelines for Medicare/Medicaid claims. The crossover claim must
be submitted by the provider and received by the Medicaid agency within 12
months from the date of service or six months from the date on the provider’s
Medicare Explanation of Medicare Benefits (EOMB), whichever is later. The
counting of the six-month period begins with the date of adjudication of the
Medicare payment and ends with the date of receipt.

ADJUSTMENTS

If Medicare adjusts a claim and Medicaid has paid the original crossover claim,
then the original claim payment from Medicaid must be adjusted through the
Medicaid billing Web site. The “Claim Frequency Type Code” must be either a
replacement (7) or a void (8). When submitting a replacement or void, the ICN
(internal control number) being replaced or voided must be stated in the
“Resubmission Ref. No.” field. For a void claim, the only fields required for
submission are the Patient Name, Patient Medicaid ID and the Resubmission
Reference Number.

A sample of the Medicare CMS 1500 Part B Crossover is displayed on the
following pages.
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PALMETTO GBA - RALROAD MEDICARE

PO BOX 10066 MEDICARE
AUGUSTA, GA 30993-0001 REMITTANCE
1-877-288-7600 MOTICE

PROYIDER: 59000000
PAGE #  10F1
DATE: 08101105
CHECK/EFT # 103K

ACME AMBULANCE DISTRICT
P.OBOX 3KY
HOMETCIAN, MO B30XE

FERF PROY. SERVDATE  POS MOS PROC MODS BILLED  ALLCWED DEDUCT COMNS GRPRC-AMT  PROYFD

MAME: MC CREER'Y PRISSY HIC: 4300000004 ACHT: ICH 2400000000000 ASG ¥ HOAHAD! HA13
350000000 0821 082103 41 17 40425 RH 15300 11003 | 000 2201 CO-42 4297 6302
350000000 0821 082103 41 1 A0427 RH 47300 32887 000 6577 CO-42 146.13 263.10

FTRESP a7.78 CLAM TOTALS 6800 4330 000 @778 183.10 a2

CLAM INFORMATION FORWARD TO: MO STATE MEDICAL CARE 351.12 NET

» Using this example of a Medicare EOB, the following pages will guide you
step-by-step through the process to file your Crossover Claim through the
Medicaid billing Web site at www.emomed.com to collect the Medicare
deductible and/or coinsurance amounts.
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State of Missouri
Medicaid

Medicare CMS 1500 Part B Crossover
If you are not Dawn Cain, please logout Logout |

Ugzer: Dawn M. Cain Pravide 80000000 !
Claim Frequency Type Code™ Pravider Medicare NMumber®
I‘I—Original vl IESDDDDDD
Patient Mare (Last Name, First Mame)™ Patient Medicaid ID*
|MeCreeny |Prissy [33333333
Patient Medicare 1D (HIC)™ Patient Account Mo.
[4a0o000004 [
Hospitalization Dates (mm/dd/yy]” Diagnosis Codes® (Do not include the decimal)
FromDate  og— | /Jo0 /[0 1Jazs 2] el 4] 5]
Thru Date IDD -"’IDD .-"IDD
Resubmission Ref. No.
From Date of Service (mmddddyy)™ Diagnosis Paid
Code* Amount §
G Thru Date of Service (mm/dd/yy) Daéﬁ;’gdryts Detail Line
Ma. Attachments
Place of Service®™ Billed Medicaid
= = Charges §* Perfarming
Procedure Code® and Modifiers Pravider IO
IDB ;|21 ,fIDE Itl
IDB ;|21 ,fIDE IBB.DZ
i |1? Other Payers
| 41-Armbulance-Land =l — [sonono000
40425 EEHl '

ADD DETAIL LINES |

Claim Attachment Actions:
[Add Header Other Payers] [View All Other Payers]

Continue... | Resetl
Home] [Help

» At the Medicaid billing Web site, click on “Medicare CMS 1500 Part B
Crossover”. This brings you to the above screen. Scroll to the bottom and
click on the “Help” button, print and save the instructions.

» Complete the information on this screen as shown above using the Medicare
EOB. Complete all fields with an asterisk through the first line item detail.
Once the first line item has been completed, click on “Other Payers”.
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State of Missouri
Medicaid

March 2006

Other Payer Detail Information

Enter Other Payeris} Detail Information for Medicare CMS 1500 Part B Crossover claim.
Fields marked ™ must be filled in.

Claim Detail Line #1

Other Payer #1
Paid Date (mm/ddfyy)” |09 ;|U1 ;IUS
Group Codes, Reason Codes & Adjustment Amounts
Reason  Adjust Reason  Adjust
Group Code Code  Amount § Group Code Code  Amount
|CO-Contractual Obligation  »| 042 [42.97 |PR-Patient Responsibiity  »| 002 [22.01
Add Reason Codes |

Remove Payer #1

Add Payer |
Donel Cancel |

Hel

» This is the Other Payer Detail Screen. You must complete an Other Payer
Detail screen for each line item of your claim. Scroll to the bottom and click
on the “Help” button, print and save the instructions.

> Scroll back to the top, complete the Medicare paid date information as well
as the Group and Reason Codes and Adjustment amounts for line #1. If the
reason codes are not listed on your Medicare EOB, choose the most
appropriate code(s) from the list of “Claim Adjustment Reason Code” from
the HIPAA Related Code List. For example, the code on the “Claim
Adjustment Reason Code” list for deductible is 1; for coinsurance the code is
2. You would then enter a Reason Code of 001 for deductible amounts and
Reason code 002 for coinsurance amounts. In the above example, the
provider should report CO-42 and $42.97 as shown on the sample EOMB for

line 1.

» The “Adjust Amount” should reflect any amount not paid by Medicare
including deductible, coinsurance and any non-allowed amounts. When
finished, click “Done” to return to the original screen.

3ofl1l



Section 4

Medicaid Program Resources

State of Missouri
Medicaid

Medicare CMS 1500 Part B Crossover

If you are not Dawn Cain, please logout

Logout |

Lser. Dawn M. Cain Provider 800000000 3
Claim Fregquency Type Code™ Provider Tedicare Momber N
Patient Mame (Last Narme, First Mame)* Patient Medicaid (D"

IMcCreery IPrissy Im
Patient Medicare 1D (HIC)™ Patient Account Mo.

[450000000 |
Hospitalization Dates (mm/dd/yy)™ Diagnosis Codes® (Do not include the decimal)
Fram Date for " ¢foo " 4foo 1fams 2] 3] | 5]
Thru Date IF IW;W
Resubrmission Ref. Mo
Frorm Date of Service (mm/ddfyy)® Diagnosis Paid
Code® Arnaount §*
firces Thru Date of Serice (mm/ddfyy)*® Daéﬁ;"gdrlils Detail Line
b Place of Senice™ Billed Medicaid ARlaLhmants
Procedure Code® and Modifiars Charges s ;’;:?;S:IIE%
fos T fzi /o5 FH
1 IW JIT IIF IT?_ IW Other Payers
I41—Amhu\ance—Land j W IM
foszs | R[] '
for e[z rfos FE
2 W JIT fl? l'\— W Other_Payers
I41—Amhu\ance—Land j W IM
| AXZEER N ) N N '
ADD DETAIL LIMNES |

Claim Attachment Actions:
[Add Header Other Pavers] [Yiew All Other Payers]

Continue.. | Feset |

Horme] [Help

March 2006

» When you are back on the original screen, click on “Add Detail Lines” to add
additional line items. Enter the information from each additional line from
your Medicare EOB. After entering the data on the screen, click on “Other
Payers” to get a new screen for “Claim Detail Line #2”.
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State of Missouri
Medicaid

Other Payer Detail Information

Enter Other Payer(s) Detail Information for Medicare CMS 1300 Part B Crossover claim.

Fields marked * must be filled in.
Claim Detail Line #2

Other Payer #1

Paid Date (mmiddiy® 19 o /o5

Group Codes, Reason Codes & Adjustment Amounts

Reason  Adjust Reason  Adjust
Group Code Code  Armount § Group Code Code  Amount §
|CO-Contractual Obligation ¥} 042 [14613  [PR-Patient Responsibiity =] J002  [5.77
| El | Bl
Add Reason Codes |
Remove Payer #1 |

Add Payer |
ﬂl Cancell

Hel

» For each line item from your Medicare EOB, you must enter an “Other

Payer Detail Screen”.
» The above is an example of the detail entry for line 2 showing both

contractual and patient responsibility codes and amounts.
» When finished entering the claim detail information, click “Done” to return

to the original screen.
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Medicare CMS 1500 Part B Crossover

If you are not Dawn Cain, please logout Logout
800000000
Uszer: Dawn M. Cain Provider: _LI
Claim Frequency Type Code® Provider Medicare Mumber®
1-Original 'l IEEIDDDDDD
Patient Narne (Last Mame, First Mame)™ Patient Medicaid 1D
[Metreeny [Prissy [33333333
Patient Medicare ID (HIC)* Patient Account Mo,
4300000004, |
Hospitalization Dates (mm/ddfyy)™ Diagnosis Codes® (Do nat include the decimal)
FromDate  fon Jon | /[o0 1Jme o 3 4] 5]
Thru Date IUU "'IDD ""IDD
Resubmission Ref. Mo.
From Date of Service (mmddd/yy)™ Diagnosis Paid
Code™ Arnount §7
Ges Thru Date of Service (mm/dd/yy)™ Daé_s‘.i-"Udrlits DersiRe
Mo - '_ £ — Attachments
Place of Senice™ Billed Medicaid
Ch i Performi
Procedure Code® and Maodifiers arges ¥ F'rivi?:lt?ll%%
IDS f|21 /105
[
IDS f|21 #|05 ISS.DZ
i 17 Other Payers
[41-Ambulance-Land =l — [s00000000
IAD425 IRH |
IEIB f|21 /105
3]
IDS f|21 /|05 |263.1D
2 1 Other_Payers
| 41-Ambulance-Land 3| — | EREEI
IAD42? IRH I
ADD DETAILLINES |

Claim Attachment Actions:
[Add Header Other Payers] [View All Other Payers]

Continue... |

Reset |

Home] [Help

» At this point you have completed each detail line from your Medicare EOB
and an “Other Payer” screen for each detail line. Click on “Add Header
Other Payers”.
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State of Missouri
Medicaid

Other Payer Header Information

Enter Other Payeris) Header Information for Medicare CMS 1500 Part B Crossover claim.
Fields marked * must be filled in

Other Payer #1
Filing Indicator® |MB—Medicare j Other Payer Mame® PalmetioGBA
Paid Amount § Paid Date (mmdddfyy)™ Medicare Claim Mo,
35112 09 ) 405 2400000000000
Header Allowed Amount § * 438.90 Total Denied Amount § 0.00
Group Codes, Reason Codes & Adjustment Amounts
Reason  Adjust Reason  Adjust
Group Code Code  Amourt § Graup Code Code  Amaount §
Add Reason Cades |
Remark Codes | | | | |
Remaove Payer #1
Add Payer
Dane | Cancel |
Hel

» You are now on the “Other Payer Header” screen. Scroll down to the
bottom of the screen and click on the “Help” button, print and save the
instructions.

» Scroll back to the top of the form and complete the information as shown.
For Part B crossover claims, you do not complete the Group Codes, Reason
Codes and Adjustment Amounts information. The Header Allowed Amount
will always be the last field you will complete on the “Other Payer Header”
screen. When completed, click on “Done” to return to the previous page.
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Medicaid
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Medicare CMS 1500 Part B Crossover

If you are not Dawn Cain, please logout

Uszer: Dawn M. Cain

Provider:

8000000000

Logoil

i

Claim Frequency Type Code®

Provider Medicare Mumber®

1-Original 'l IEEIDDDDDD
Patient Narne (Last Mame, First Mame)™ Patient Medicaid 1D
[Metreeny [Prissy [33333333
Patient Medicare ID (HIC)* Patient Account Mo,
4300000004, |
Hospitalization Dates (mm/ddfyy)™ Diagnosis Codes® (Do nat include the decimal)
FromDate  fon Jon | /[o0 1Jme o 3 4] 5]
Thru Date IUU "'IDD ""IDD
Resubmission Ref. Mo.
From Date of Service (mmddd/yy)™ Diagnosis Paid
Code™ Arnount §7
Ges Thru Date of Service (mm/dd/yy)™ Daé_s‘.i-"Udrlits DersiRe
Mo - '_ £ — Attachments
Place of Senice™ Billed Medicaid
Ch i Performi
Procedure Code® and Maodifiers arges ¥ F'rivi?:lt?ll%%
IDB ,f|21 /105
[
IDB ,f|21 #|05 IBB.DZ
i 17 Other Payers
[41-Ambulance-Land =l — [s00000000
IAD425 IRH |
IEIB ,f|21 fIEIS m
IDB ,f|21 /|05 |263.1D
2 1 Other_Payers
| 41-Ambulance-Land 3| — | EREEI
IAD42? IRH I

ADD DETAILLIMES

Claim Attachment Actions:
[Add Header Other Payers] [View All Other Payers]

Continue... | Resetl
Home] [Help

» At this point all line detail information, Other Payers and the Header Other
Payer has been entered. Click on “Continue”.
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State of Missouri
Medicaid

> n..,m’% ‘

Medicare CMS 1500 Part B Crossover

If you are not Dawn Cain, please logout Logout |

User: Dawn M. Cain Provider: 802174508
Please verify the values entered and click the Edit or Submit button.
Claim Frequency Type Code Provider Madicare H
! 8000000000
Patient Name (Last Name, First Name) TAWETIT T
McCreery, Prissy 33333333
Patient Medicare 1D {HIC) Patient Account No.
4300000004,
Hospitalization Dates (mm/dd/yy) Diagnosis Codes
From Date 00/00/00 496
Thru Date 00000
Resubmission Ref No.
From Date of Service (mm/ddAy) Diagnosis Paid
Code Amount §
Line Thru Date of Service (mm/dd/yy) Dagﬁ;g;lts Detail Line
No. Attachments
Place of Service Billed Medicaid
= Charges § Performing
Procedure Code and Modifiers Provider 1D
05/21/05 1 88.02
1 LT & Use Links at
- a1 153.00 800000000 Bottor of Page
A0425 RH
08/21/05 1 26310
2 B2 ! Use Links at
; A1 475.00 800000000 Bottom of Page
A0427 RH

Wiew All Other Payers

Home] [Help

» You are now on the screen to verify the information entered. Scroll to the
bottom of the screen and click “Help”, print and save the instructions.

» You can either edit the information or submit. Click on “Submit” if all
information is accurate.

9of 11



Section 4 Medicaid Program Resources March 2006

e,

State of Missouri
Medicaid

ey,

{

Medicare CMS 1500 Part B Crossover
If you are not Dawn Cain, please logout Logout

User: Dawn M. Cain Provider. 802174508

Thank you. Your claim has heen received.

Claim Frequency Type Code ‘Pruvider Medicare Number

! ! {nNNNNNNNN L

Patient Name (Last Name, First Name) TarETT T

McCreery, Prissy 33333333

Patient Medicare 1D (HIC) Patient Account No.

4900000004

Hospitalization Dates (mm/dd/yy) Diagnosis Codes

From Date 000000 496

Thru Date 00/00/00

Resubmission Ref Mo.

From Date of Service (mm/dd/yy) Diagnosis Paid
Code Amount §
Line Thru Date of Service (mm/dd/yy) Day_sfl_lnlts Detail Line
o Billed A }
’ Place of Service Billed Medicaid
Ch Perfi i
Procedure Code and Modifiers argesy wa?:::':g
082105 1 88.02
1 DBL1MS 12 Use Links at
41 153.00 800000000 Bottor of Page
AD425 RH
08:21.08 1 263.10
2 08/21/05 ! Use Links at
41 475.00 800000000 Battom af Fage
AD4Z7 RH

Wiew All Other Payers
Print

Home] [Help

» After submitting your claim, you will be brought to a screen which states,
“Thank you. Your claim has been received”. You may click on the “Print”
button at the bottom of the screen to print and save this page for your
records.

» Click on “View All Other Payers”.
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State of Missouri

Medicaid

Other Payer Information

Other Payer Information for Medicare CMS 1500 Part B Crossover claim.

** Claim Header =

Payer #1

Filing Indicator  MB

|Uther Payer Name

Palmetto GBA

Paid Amount §

Paid Date (mm/dd/yy)

Medicare Claim No.

351.12 09/101/05 2400000000000
Header Allowed Amount § 43890 Total Denied Amount § 0.00
Group Reason Adjust Group Reason Adjust
Code Code Amount § Code Code Amount §
Remark Codes
* Claim Detail Line #1 = Payer#1
Paid Date imm/dd/yy)
09/01/05
Group Reason Adjust Group Reason Adjust
Code Code Amount § Code Code Amount $
co 042 4287 PR 0oz 201
** Claim Detail Line #2 = Payer #1
Paid Date {mm/dd/yy)
09/01/05
Group Reason Adjust Group Reason Adjust
Code Code Amount § Code Code Amount §
co 042 14613 PR ooz E5.77

Dane | ml

March 2006

» You can click on “Print” to save the Claim Header and Claim Detail for your
records.

» Clicking on “Done” will take you back to the previous screen where you can
either go back to the emomed home page or click on “Next” to enter a new
claim.
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